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Enclosed for filing, subject to your approval, is form LAAA-0100AO, Examination Form.  This is a new form and does not

replace any existing forms.

 

Form LAAA-0100AO becomes Part B of any current or future Nationwide Life Insurance Company application when a

paramedical or physician examination is obtained in the new business or post issue underwriting process.

 

The underwriting examination requirement is based on the proposed insured’s age and face amount of coverage and/or

based on the proposed insured’s medical history.  When an examination is obtained in the new business process,

LAAA-0100AO will become part of the policy contract.  We will rely on the information provided on this form, and it will

serve as a basis for rescinding coverage should we discover material misrepresentation during the contract's

incontestability period.  This form may also facilitate underwriting any post issue policy adjustment change, when a

contract provides such a provision.

 

Form LAAA-0100AO has been written in a readable fashion and attains a Flesch score of 55.3.

 

Thank you in advance for your attention to this matter.  Please call me if you have any questions on this filing.

Company and Contact

Filing Contact Information

Carrie Ruhlen, Compliance Specialist ruhlenc@nationwide.com

One Nationwide Plaza 614-249-8042 [Phone] 

1-33-102 614-249-1199 [FAX]

Columbus, OH 43215

Filing Company Information

Nationwide Life Insurance Company CoCode: 66869 State of Domicile: Ohio

One Nationwide Plaza Group Code: 140 Company Type: 

1-10-03 Group Name: State ID Number: 

Columbus, OH  43215 FEIN Number: 31-4156830

(800) 882-2822 ext. [Phone]

---------

Filing Fees

Fee Required? Yes

Fee Amount: $50.00

Retaliatory? Yes
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Amendment Letter

Submitted Date: 02/24/2012

Comments:

We inadvertently left the term "medical" in the agreement paragraph just above the signatures lines and would like to

remove it from the Examination Form.  You have our assurance that no other changes have been made to this form and

this form has not yet been utilized.

 

We apologize for this inconvenience and thank you for reopening for correction.

 

Thanks!

 

Carrie Ruhlen

Changed Items:

Form Schedule Item Changes:

Form Schedule Item Changes:

Form Form Form Action Form Previous Replaced Readability Attachments

Number Type Name Action Filing # Form # Score

Other

LAAA-

0100AO

Application/E

nrollment

Form

Examination

Form

Initial 55.300 LAAA-

0100AO

JD.pdf
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Note To Filer

Created By:

Linda Bird on 02/24/2012 10:43 AM

Last Edited By:

Linda Bird

Submitted On:

02/24/2012 10:43 AM

Subject:

REQUEST TO REOPEN FOR CORRECTION

Comments:

Filing has been re-opened for correction to be made.
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Note To Reviewer

Created By:

Carrie Ruhlen on 02/24/2012 10:07 AM

Last Edited By:

Carrie Ruhlen

Submitted On:

02/24/2012 10:07 AM

Subject:

REQUEST TO REOPEN FOR CORRECTION

Comments:

We discovered an error on our Exam form that was just recently approved. Can you reopen this filing so we can supply

you with the corrected form?

 

I apologize for any inconvenience this may cause.

 

Thanks!
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Name of Proposed Insured (please print) Social Security No. Date of Birth

Physicians: Include both primary care and specialists and date last consulted. (If more than two physicians, indicate so under “details”.)
Name _______________________________________________________
Address _____________________________________________________
Telephone ___________________________________________________
Medical specialty ______________________________________________
Date and reason last consulted ___________________________________

Name _______________________________________________________
Address _____________________________________________________
Telephone ___________________________________________________
Medical specialty ______________________________________________
Date and reason last consulted ___________________________________

Current medications to include prescription, over-the-counter medication taken regularly, dietary supplements, “natural” or herbal medications.  Give 
details of dosage and frequency. _________________________________________________________________________________________________  
___________________________________________________________________________________________________________________________
Have you ever consulted a licensed health care provider for, been treated for, taken medication for, undergone any test or procedure 
listed below, or been diagnosed as having: ..............................................................................................................................................................  Yes No
(Explain all “yes” answers in DETAILS OF YES ANSWERS section below unless otherwise instructed.)                                                                            
 1. AIDS (Acquired Immune Defi ciency Syndrome), or any other AIDS-related condition, or received a positive result of an HIV (Human 
  Immunodefi ciency Virus) test?  .............................................................................................................................................................................                                                                    
 2. Heart disease, heart attack, angina, chest pain, shortness of breath, cardiomyopathy, congestive heart failure, heart murmur, valvular heart 
  disease, congenital heart defect, or other disorders of the heart? ........................................................................................................................                                                                         
 3. Abnormal electrocardiogram, heart catheterization, coronary bypass surgery, angioplasty, or other cardiac test or procedure? ........................                                                                        
 4. Irregular heart beat, palpitations, high blood pressure, high cholesterol, or high triglycerides? ............................................................................              
 5. Aneurysm, carotid artery disease, deep venous thrombosis, phlebitis, peripheral vascular disease, any other disorder of the blood vessels 
  or pulmonary embolism? .......................................................................................................................................................................................                                                                          
 6. Diabetes, abnormal blood sugar, thyroid, adrenal, parathyroid, pituitary, or other glandular disorder? ................................................................                                                                   
 7. Cancer, leukemia, lymphoma, any malignant or benign tumor, cyst, polyp or any chronic disease of the skin or lymph glands? ........................                          
 8. Any abnormal screening tests for cancer including PSA (prostate specifi c antigen), mammogram, or PAP smears? ..........................................                                                      
 9. Disorder of the blood including anemia, sickle cell disorders, thalassemia, hemophilia, or any other disorder of the red blood cells, or white 
  blood cells, platelets, or clotting factors? ...............................................................................................................................................................                                                                          
 10. Headaches, Stroke, TIA (transient ischemic attack), paralysis, epilepsy, seizures, fainting, tremor, Parkinson’s disease, mental retardation, 
  cerebral palsy, multiple sclerosis, Alzheimer’s disease, dementia, ALS (Lou Gehrig’s disease), or any other symptoms or disorders of the 
  nerves, spinal cord, or brain? ................................................................................................................................................................................                                                                     
 11. Asthma, emphysema, chronic bronchitis, tuberculosis, persistent hoarseness or cough, sleep apnea or narcolepsy, or any other disease 
  of the lungs or respiratory system? .......................................................................................................................................................................                                                                   
 12. An abnormal chest X-ray, CT scan, MRI, Pet Scan, or Ultrasound? .....................................................................................................................                                                                             
 13. Ulcer, intestinal bleeding, ulcerative colitis, Crohn’s disease, diverticulitis, persistent diarrhea, rectal bleeding, hernia, or any other disorder 
  or disease of the mouth, throat, esophagus, stomach, intestines or abdomen? ...................................................................................................                                                                          
 14. Jaundice, cirrhosis, hepatitis, or any disease of the liver, pancreas or gall bladder? ............................................................................................                                                                          
 15. Sugar, protein or blood in the urine, kidney stone, glomerulonephritis, history of nephrectomy, any other disease or disorder of the kidneys, 
  bladder, or any part of the urinary system? ...........................................................................................................................................................          
	 16.	 Uterine	fi	broids,	endometriosis,	abnormality	or	change	in	menstrual	cycle,	ovarian	cyst/tumor,	prostate	enlargement,	prostate	cancer,	
  testicular mass, sexually transmitted diseases, or any other disorder of the reproductive system or breasts? ....................................................   
	 17.	 Depression,	anxiety,	bipolar	disorder,	obsessive	compulsive	disorder,	neurosis,	psychosis,	schizophrenia,	attention	defi	cit	disorders,	
  affective disorders, eating disorder, hallucinations, or any other mental, behavioral, psychological or psychiatric disorders? .............................                                                  
 18. Alcoholism or drug addiction? ...............................................................................................................................................................................                                                                          
	 19.	 Arthritis,	rheumatoid	arthritis,	osteoporosis,	chronic	pain,	chronic	pain	syndrome,	fi	bromyalgia,	herniated	disc,	or	any	disorder	of	the	
  muscles, joints, bones, tendons, ligaments, spine, or back? ................................................................................................................................     
 20. Any disease of eyes, ears, nose, or throat? ..........................................................................................................................................................                                                                        
 21. Any other disease, disorder or injury not disclosed? .............................................................................................................................................                                                                        
 22. If female, are you aware if you are currently pregnant? (If yes, please provide due date.) ...................................................................................     
 DETAILS OF YES ANSWERS. Identify question number, the reason(s) and details of yes answers, diagnosis and name, address, and phone number of  
 the physician(s) or other health care providers. (Use additional blank page if additional space is needed.)
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________

MAIL TO:  NATIONWIDE LIFE INSURANCE COMPANY                                                                                                 
 NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY

EXAMINATION
(Part B of an application to Nationwide 

Insurance Companies for Life Insurance)

 Life Underwriting 
 P.O. Box 182835
 Columbus, OH 43218-2835
 Fax: 1-888-677-7393
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NATIONWIDE LIFE INSURANCE COMPANY                                                                                                 
NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY

EXAMINATION
(Part B (continued) of an application to  

Nationwide Insurance Companies for Life Insurance)
(Explain all “yes” answers in DETAILS OF YES ANSWERS section below unless otherwise instructed.) ...................................................................  Yes No                                                                            

 23a. Have you in the past 10 years, consulted, been referred to, or been examined or treated by any physician, chiropractor, psychologist or 
  other health care provider or by any hospital, clinic, mental health facility, treatment facility or other health care facility not already  
  disclosed? (If it was for a “check up”, annual physical, employment physical, etc., so state and give findings and results.) ..............................   
 b. Have you in the past 10 years, been advised to have any surgery, hospilization, treatment or test that was not completed or results that  
  you have not received? .......................................................................................................................................................................................                       
 24a. Have you in the past 10 years, used tobacco or nicotine in any form? (If yes, specify dates and all forms of tobacco or nicotine
  products used.) ....................................................................................................................................................................................................   
     b. Have you in the past 10 years, used alcoholic beverages? (If yes, how much, what kind (beer, wine, liquor), how often?)  ..............................       
     c.  Have you in the past 10 years, used any illegal, restricted, or controlled substance except as prescribed by a physician? ..............................                                      
	 25.	 Have	you	In	the	past	10	years,	requested,	applied,	or	received	a	pension,	benefits,	or	payment	because	of	injury,	sickness	or	disability?......   
  26. Have you ever had any application for Life or Health Insurance (or any application for reinstatement for Life or Health Insurance) declined, 
  postponed, rated-up or limited? ...........................................................................................................................................................................    
 27.	 In	the	past	3	years,	have	you	engaged	in,	or	do	you	intend	to	engage	in:		flying	as	a	pilot,	student	pilot,	or	crew	member;	organized	racing	
	 	 of	an	automobile,	motorcycle,	or	any	type	of	motor-powered	vehicle;	scuba	diving,	mountain	climbing,	hang	gliding,	parachuting,		sky	 
  diving, bungee jumping, soaring, or ballooning? .................................................................................................................................................                                                                                                                                    
	 28.	 Have	you	ever	had	your	driver’s	license	suspended	or	revoked;	or	ever	been	convicted	of	driving	while	impaired	or	intoxicated;	or	in	the	 
  past 3 years been convicted of more than one moving violation? .......................................................................................................................                                                                   
 29. Except as prescribed by a physician, have you ever used, or been convicted for sale or possession of cocaine or any other narcotic or  
  illegal drug? .........................................................................................................................................................................................................                                                                          
 30. Have you ever been charged with a violation of any criminal law? .....................................................................................................................                                                                         
 31. In the next 12 months, do you plan to travel or reside outside of the United States or Canada? ........................................................................        
 32. Do you belong to or intend to join any active or reserve military or naval organization? .....................................................................................   
 33. Have you had any bankruptcies in the past 7 years or do you have any suits or judgments pending against you at this time? ........................                   
 DETAILS OF YES ANSWERS. Identify question number, the reason(s) and details of yes answers. Also, if applicable, provide the diagnosis and name, 
address, and phone number of the physician(s) or other health care providers. (Use additional blank pages if additional space is needed.)
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________

34.
Living Health Concerns or

Cause of Death
Age or Age 

at Death
Brother or 

Sister Living Health Concerns or
Cause of Death

Age or Age at 
Death

Father Y  N Y  N
Y  N

Mother Y  N Y  N
Y  N

Other family members with diabetes, heart disease, cancer, kidney disease or other inheritable conditions? ______________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
All	the	statements	and	answers	on	this	form	are	complete	and	true	to	the	best	of	my	knowledge	and	belief,	whether	written	by	my	own	hand	or	not;	and	I	agree	
that a copy of this examination  form may be attached to and form a part of any policy issued.   I have read  the fraud warning and other notices listed on the
following page for my state of residence, if any.

Signed this day of  ____________________________________________________ , ___________________.
	 Month/Day		 Year

Signed _______________________________________________________   __________________________________________________________
 Signature of Examiner Signature of Proposed Insured
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JANUARY 3 2002

DR. EXAMINER JOHN DOE
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THE FOLLOWING STATE(S) REQUIRE THAT WE PROVIDE THESE NOTICES:

The following fraud statement is for Applicants in the state(s) of:  ALABAMA, HAWAII, IDAHO, KANSAS, MISSISSIPPI, MONTANA, NEW HAMPSHIRE, 
NORTH CAROLINA, SOUTH DAKOTA and WYOMING

Fraud Statement:  Any person who submits an application or a claim containing a false or deceptive statement, and does so with intent to defraud or knowing 
that	he/she	is	facilitating	a	fraud	against	an	insurer,	may	be	guilty	of	insurance	fraud.

ARKANSAS and RHODE ISLAND	Fraud	Statement:	 	Any	person	who	knowingly	presents	a	false	or	fraudulent	claim	for	payment	of	a	 loss	or	benefit	or	
knowingly	presents	false	information	in	an	application	for	insurance	is	guilty	of	a	crime	and	may	be	subject	to	fines	and	confinement	in	prison.

COLORADO Fraud Statement:  IMPORTANT NOTICE – IT IS UNLAWFUL TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR MISLEADING 
FACTS OR INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE COMPANY.  
PENALTIES MAY INCLUDE IMPRISONMENT, FINES, DENIAL OF INSURANCE AND CIVIL DAMAGES.  ANY INSURANCE COMPANY OR AGENT OF 
AN INSURANCE COMPANY WHO KNOWINGLY PROVIDES FALSE, INCOMPLETE OR MISLEADING FACTS OR INFORMATION TO A POLICYHOLDER 
OR CLAIMANT FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE POLICYHOLDER OR CLAIMANT WITH REGARD TO 
A SETTLEMENT OR AWARD PAYABLE FROM INSURANCE PROCEEDS SHALL BE REPORTED TO THE COLORADO DIVISION OF INSURANCE 
WITHIN THE DEPARTMENT OF REGULATORY AGENCIES.

DISTRICT OF COLUMBIA Fraud Statement:  WARNING:  IT IS A CRIME TO PROVIDE FALSE OR MISLEADING INFORMATION TO AN INSURER FOR 
THE	PURPOSE	OF	DEFRAUDING	THE	INSURER	OR	ANY	OTHER	PERSON.		PENALTIES	INCLUDE	IMPRISONMENT	AND/OR	FINES.		IN	ADDITION,	
AN INSURER MAY DENY INSURANCE BENEFITS IF FALSE INFORMATION MATERIALLY RELATED TO A CLAIM WAS PROVIDED BY THE APPLICANT.

LOUISIANA	Fraud	Statement:		CAUTION:		If	your	answers	on	this	application	are	incorrect	or	untrue,	Nationwide	has	the	right	to	deny	benefits	or	rescind	your	
policy.		Any	person	who	knowingly	presents	false	or	fraudulent	claim	for	payment	of	a	loss	or	benefit	or	knowingly	presents	false	information	in	an	application	
for	insurance	is	guilty	of	a	crime	and	may	be	subject	to	fines	and	confinement	in	prison.

NEW MEXICO	Fraud	Statement:		Any	person	who	knowingly	presents	a	false	or	fraudulent	claim	for	payment	of	a	loss	or	benefit	or	knowingly	presents	false	
information	in	an	application	for	insurance	is	guilty	of	a	crime	and	may	be	subject	to	civil	fines	and	criminal	penalties.

OKLAHOMA Fraud Statement: WARNING:  Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the 
proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

TENNESSEE and WASHINGTON Fraud Statement:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company 
for	the	purpose	of	defrauding	the	company.		Penalties	include	imprisonment,	fines,	and	denial	of	insurance	benefits.		

VIRGINIA	Fraud	Statement:		Any	person	who,	with	the	intent	to	defraud	or	knowing	that	he/she	is	facilitating	a	fraud	against	an	insurer,	submits	an	application	
or	files	a	claim	containing	a	false	or	deceptive	statement	may	have	violated	state	law.
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Nationwide Life Insurance Company
Home Office: One Nationwide Plaza  Columbus, Ohio 43215-2220

ARKANSAS

Certificate of Compliance

Insurer: Nationwide Life Insurance Company

Form Numbers: LAAA-0100AO, Examination Form

I have reviewed or supervised the review of the above forms. To the best of my knowledge and belief,
they are in compliance with the rules and requirements of Regulation 19 and 49 of the Arkansas
Statute, ACA 23-80-206, ACA 23-79-138, and Bulletin 11-88.

These forms also meet the Flesch readability requirements as explained in Title 23-80-206 of the
Arkansas Insurance Code.

James J. Rabenstine
Vice President
NF Compliance
Date: 02-17-2012



NATIONWIDE LIFE INSURANCE COMPANY 
(01/2012) 

STATEMENT OF VARIABILITY FOR FORM 
 

LAAA-0100AO  Examination Form 
 

 
Bracketed items in the above captioned forms indicate variability as follows: 
 
 
LAAA-0100AO 

Nationwide's Business 
Group Name, Address, 
Phone Number and Fax 
Number 

Nationwide's Business Group Name, address, fax and/or telephone information is 
bracketed throughout each form in case they change in the future. 
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Name of Proposed Insured (please print) Social Security No. Date of Birth

Physicians: Include both primary care and specialists and date last consulted. (If more than two physicians, indicate so under “details”.)
Name _______________________________________________________
Address _____________________________________________________
Telephone ___________________________________________________
Medical specialty ______________________________________________
Date and reason last consulted ___________________________________

Name _______________________________________________________
Address _____________________________________________________
Telephone ___________________________________________________
Medical specialty ______________________________________________
Date and reason last consulted ___________________________________

Current medications to include prescription, over-the-counter medication taken regularly, dietary supplements, “natural” or herbal medications.  Give 
details of dosage and frequency. _________________________________________________________________________________________________  
___________________________________________________________________________________________________________________________
Have you ever consulted a licensed health care provider for, been treated for, taken medication for, undergone any test or procedure 
listed below, or been diagnosed as having: ..............................................................................................................................................................  Yes No
(Explain all “yes” answers in DETAILS OF YES ANSWERS section below unless otherwise instructed.)                                                                            
 1. AIDS (Acquired Immune Defi ciency Syndrome), or any other AIDS-related condition, or received a positive result of an HIV (Human 
  Immunodefi ciency Virus) test?  .............................................................................................................................................................................                                                                    
 2. Heart disease, heart attack, angina, chest pain, shortness of breath, cardiomyopathy, congestive heart failure, heart murmur, valvular heart 
  disease, congenital heart defect, or other disorders of the heart? ........................................................................................................................                                                                         
 3. Abnormal electrocardiogram, heart catheterization, coronary bypass surgery, angioplasty, or other cardiac test or procedure? ........................                                                                        
 4. Irregular heart beat, palpitations, high blood pressure, high cholesterol, or high triglycerides? ............................................................................              
 5. Aneurysm, carotid artery disease, deep venous thrombosis, phlebitis, peripheral vascular disease, any other disorder of the blood vessels 
  or pulmonary embolism? .......................................................................................................................................................................................                                                                          
 6. Diabetes, abnormal blood sugar, thyroid, adrenal, parathyroid, pituitary, or other glandular disorder? ................................................................                                                                   
 7. Cancer, leukemia, lymphoma, any malignant or benign tumor, cyst, polyp or any chronic disease of the skin or lymph glands? ........................                          
 8. Any abnormal screening tests for cancer including PSA (prostate specifi c antigen), mammogram, or PAP smears? ..........................................                                                      
 9. Disorder of the blood including anemia, sickle cell disorders, thalassemia, hemophilia, or any other disorder of the red blood cells, or white 
  blood cells, platelets, or clotting factors? ...............................................................................................................................................................                                                                          
 10. Headaches, Stroke, TIA (transient ischemic attack), paralysis, epilepsy, seizures, fainting, tremor, Parkinson’s disease, mental retardation, 
  cerebral palsy, multiple sclerosis, Alzheimer’s disease, dementia, ALS (Lou Gehrig’s disease), or any other symptoms or disorders of the 
  nerves, spinal cord, or brain? ................................................................................................................................................................................                                                                     
 11. Asthma, emphysema, chronic bronchitis, tuberculosis, persistent hoarseness or cough, sleep apnea or narcolepsy, or any other disease 
  of the lungs or respiratory system? .......................................................................................................................................................................                                                                   
 12. An abnormal chest X-ray, CT scan, MRI, Pet Scan, or Ultrasound? .....................................................................................................................                                                                             
 13. Ulcer, intestinal bleeding, ulcerative colitis, Crohn’s disease, diverticulitis, persistent diarrhea, rectal bleeding, hernia, or any other disorder 
  or disease of the mouth, throat, esophagus, stomach, intestines or abdomen? ...................................................................................................                                                                          
 14. Jaundice, cirrhosis, hepatitis, or any disease of the liver, pancreas or gall bladder? ............................................................................................                                                                          
 15. Sugar, protein or blood in the urine, kidney stone, glomerulonephritis, history of nephrectomy, any other disease or disorder of the kidneys, 
  bladder, or any part of the urinary system? ...........................................................................................................................................................          
	 16.	 Uterine	fi	broids,	endometriosis,	abnormality	or	change	in	menstrual	cycle,	ovarian	cyst/tumor,	prostate	enlargement,	prostate	cancer,	
  testicular mass, sexually transmitted diseases, or any other disorder of the reproductive system or breasts? ....................................................   
	 17.	 Depression,	anxiety,	bipolar	disorder,	obsessive	compulsive	disorder,	neurosis,	psychosis,	schizophrenia,	attention	defi	cit	disorders,	
  affective disorders, eating disorder, hallucinations, or any other mental, behavioral, psychological or psychiatric disorders? .............................                                                  
 18. Alcoholism or drug addiction? ...............................................................................................................................................................................                                                                          
	 19.	 Arthritis,	rheumatoid	arthritis,	osteoporosis,	chronic	pain,	chronic	pain	syndrome,	fi	bromyalgia,	herniated	disc,	or	any	disorder	of	the	
  muscles, joints, bones, tendons, ligaments, spine, or back? ................................................................................................................................     
 20. Any disease of eyes, ears, nose, or throat? ..........................................................................................................................................................                                                                        
 21. Any other disease, disorder or injury not disclosed? .............................................................................................................................................                                                                        
 22. If female, are you aware if you are currently pregnant? (If yes, please provide due date.) ...................................................................................     
 DETAILS OF YES ANSWERS. Identify question number, the reason(s) and details of yes answers, diagnosis and name, address, and phone number of  
 the physician(s) or other health care providers. (Use additional blank page if additional space is needed.)
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________

MAIL TO:  NATIONWIDE LIFE INSURANCE COMPANY                                                                                                 
 NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY

EXAMINATION
(Part B of an application to Nationwide 

Insurance Companies for Life Insurance)

 Life Underwriting 
 P.O. Box 182835
 Columbus, OH 43218-2835
 Fax: 1-888-677-7393
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NATIONWIDE LIFE INSURANCE COMPANY                                                                                                 
NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY

EXAMINATION
(Part B (continued) of an application to  

Nationwide Insurance Companies for Life Insurance)
(Explain all “yes” answers in DETAILS OF YES ANSWERS section below unless otherwise instructed.) ...................................................................  Yes No                                                                            

 23a. Have you in the past 10 years, consulted, been referred to, or been examined or treated by any physician, chiropractor, psychologist or 
  other health care provider or by any hospital, clinic, mental health facility, treatment facility or other health care facility not already  
  disclosed? (If it was for a “check up”, annual physical, employment physical, etc., so state and give findings and results.) ..............................   
 b. Have you in the past 10 years, been advised to have any surgery, hospilization, treatment or test that was not completed or results that  
  you have not received? .......................................................................................................................................................................................                       
 24a. Have you in the past 10 years, used tobacco or nicotine in any form? (If yes, specify dates and all forms of tobacco or nicotine
  products used.) ....................................................................................................................................................................................................   
     b. Have you in the past 10 years, used alcoholic beverages? (If yes, how much, what kind (beer, wine, liquor), how often?)  ..............................       
     c.  Have you in the past 10 years, used any illegal, restricted, or controlled substance except as prescribed by a physician? ..............................                                      
	 25.	 Have	you	In	the	past	10	years,	requested,	applied,	or	received	a	pension,	benefits,	or	payment	because	of	injury,	sickness	or	disability?......   
  26. Have you ever had any application for Life or Health Insurance (or any application for reinstatement for Life or Health Insurance) declined, 
  postponed, rated-up or limited? ...........................................................................................................................................................................    
 27.	 In	the	past	3	years,	have	you	engaged	in,	or	do	you	intend	to	engage	in:		flying	as	a	pilot,	student	pilot,	or	crew	member;	organized	racing	
	 	 of	an	automobile,	motorcycle,	or	any	type	of	motor-powered	vehicle;	scuba	diving,	mountain	climbing,	hang	gliding,	parachuting,		sky	 
  diving, bungee jumping, soaring, or ballooning? .................................................................................................................................................                                                                                                                                    
	 28.	 Have	you	ever	had	your	driver’s	license	suspended	or	revoked;	or	ever	been	convicted	of	driving	while	impaired	or	intoxicated;	or	in	the	 
  past 3 years been convicted of more than one moving violation? .......................................................................................................................                                                                   
 29. Except as prescribed by a physician, have you ever used, or been convicted for sale or possession of cocaine or any other narcotic or  
  illegal drug? .........................................................................................................................................................................................................                                                                          
 30. Have you ever been charged with a violation of any criminal law? .....................................................................................................................                                                                         
 31. In the next 12 months, do you plan to travel or reside outside of the United States or Canada? ........................................................................        
 32. Do you belong to or intend to join any active or reserve military or naval organization? .....................................................................................   
 33. Have you had any bankruptcies in the past 7 years or do you have any suits or judgments pending against you at this time? ........................                   
 DETAILS OF YES ANSWERS. Identify question number, the reason(s) and details of yes answers. Also, if applicable, provide the diagnosis and name, 
address, and phone number of the physician(s) or other health care providers. (Use additional blank pages if additional space is needed.)
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________
 ______   _________________________________________________________________________________________________________________

34.
Living Health Concerns or

Cause of Death
Age or Age 

at Death
Brother or 

Sister Living Health Concerns or
Cause of Death

Age or Age at 
Death

Father Y  N Y  N
Y  N

Mother Y  N Y  N
Y  N

Other family members with diabetes, heart disease, cancer, kidney disease or other inheritable conditions? ______________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
All	the	statements	and	answers	on	this	form	are	complete	and	true	to	the	best	of	my	knowledge	and	belief,	whether	written	by	my	own	hand	or	not;	and	I	agree	
that a copy of this medical examination form may be attached to and form a part of any policy issued.  I have read the fraud warning and other notices listed 
on the following page for my state of residence, if any.

Signed this day of  ____________________________________________________ , ___________________.
	 Month/Day		 Year

Signed _______________________________________________________   __________________________________________________________
 Signature of Examiner Signature of Proposed Insured
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JANUARY 3 2002

DR. EXAMINER JOHN DOE
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THE FOLLOWING STATE(S) REQUIRE THAT WE PROVIDE THESE NOTICES:

The following fraud statement is for Applicants in the state(s) of:  ALABAMA, HAWAII, IDAHO, KANSAS, MISSISSIPPI, MONTANA, NEW HAMPSHIRE, 
NORTH CAROLINA, SOUTH DAKOTA and WYOMING

Fraud Statement:  Any person who submits an application or a claim containing a false or deceptive statement, and does so with intent to defraud or knowing 
that	he/she	is	facilitating	a	fraud	against	an	insurer,	may	be	guilty	of	insurance	fraud.

ARKANSAS and RHODE ISLAND	Fraud	Statement:	 	Any	person	who	knowingly	presents	a	false	or	fraudulent	claim	for	payment	of	a	 loss	or	benefit	or	
knowingly	presents	false	information	in	an	application	for	insurance	is	guilty	of	a	crime	and	may	be	subject	to	fines	and	confinement	in	prison.

COLORADO Fraud Statement:  IMPORTANT NOTICE – IT IS UNLAWFUL TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR MISLEADING 
FACTS OR INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE COMPANY.  
PENALTIES MAY INCLUDE IMPRISONMENT, FINES, DENIAL OF INSURANCE AND CIVIL DAMAGES.  ANY INSURANCE COMPANY OR AGENT OF 
AN INSURANCE COMPANY WHO KNOWINGLY PROVIDES FALSE, INCOMPLETE OR MISLEADING FACTS OR INFORMATION TO A POLICYHOLDER 
OR CLAIMANT FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE POLICYHOLDER OR CLAIMANT WITH REGARD TO 
A SETTLEMENT OR AWARD PAYABLE FROM INSURANCE PROCEEDS SHALL BE REPORTED TO THE COLORADO DIVISION OF INSURANCE 
WITHIN THE DEPARTMENT OF REGULATORY AGENCIES.

DISTRICT OF COLUMBIA Fraud Statement:  WARNING:  IT IS A CRIME TO PROVIDE FALSE OR MISLEADING INFORMATION TO AN INSURER FOR 
THE	PURPOSE	OF	DEFRAUDING	THE	INSURER	OR	ANY	OTHER	PERSON.		PENALTIES	INCLUDE	IMPRISONMENT	AND/OR	FINES.		IN	ADDITION,	
AN INSURER MAY DENY INSURANCE BENEFITS IF FALSE INFORMATION MATERIALLY RELATED TO A CLAIM WAS PROVIDED BY THE APPLICANT.

LOUISIANA	Fraud	Statement:		CAUTION:		If	your	answers	on	this	application	are	incorrect	or	untrue,	Nationwide	has	the	right	to	deny	benefits	or	rescind	your	
policy.		Any	person	who	knowingly	presents	false	or	fraudulent	claim	for	payment	of	a	loss	or	benefit	or	knowingly	presents	false	information	in	an	application	
for	insurance	is	guilty	of	a	crime	and	may	be	subject	to	fines	and	confinement	in	prison.

NEW MEXICO	Fraud	Statement:		Any	person	who	knowingly	presents	a	false	or	fraudulent	claim	for	payment	of	a	loss	or	benefit	or	knowingly	presents	false	
information	in	an	application	for	insurance	is	guilty	of	a	crime	and	may	be	subject	to	civil	fines	and	criminal	penalties.

OKLAHOMA Fraud Statement: WARNING:  Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the 
proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

TENNESSEE and WASHINGTON Fraud Statement:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company 
for	the	purpose	of	defrauding	the	company.		Penalties	include	imprisonment,	fines,	and	denial	of	insurance	benefits.		

VIRGINIA	Fraud	Statement:		Any	person	who,	with	the	intent	to	defraud	or	knowing	that	he/she	is	facilitating	a	fraud	against	an	insurer,	submits	an	application	
or	files	a	claim	containing	a	false	or	deceptive	statement	may	have	violated	state	law.
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